The successful treatment ofgastroenteritis in children relies on the maintenance or restoration of adequate hydration and electrolyte balance. In most children this can be achieved by manipulation of the diet. A simple, effective, and accurate method suitable for use at home is difficult to achieve. There has been considerable success in developing countries with an oral rehydration solution promoted by WHO and distributed by UNICEF1, but in the UK a wide range of solutions is used.
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The exact composition of oral fluids to be administered to infants with acute diarrhoea and vomiting is controversial but there is now general agreement that it should be a carbohydrate electrolyte solution. Controversy has centred upon whether the carbohydrate should be glucose or sucrose2-5 and upon the appropriate level of sodium in the solution.6-10 An important factor in deciding a suitable composition concerns the potential risk if inaccurately prepared; this in turn will be related to the mode of preparation of the solution as well as to its composition. We report the composition of four solutions currently used and prepared by mothers of infants with acute gastroenteritis in the UK. We also assess the implications of these findings.
Methods
This study was performed in two parts. The first study was undertaken in 1976 and some aspects were reported11; the second study was undertaken in
1978.
In the first study, parents diluted a concentrated outpatient electrolyte mixture (OPEM) and then added either glucose or sucrose. 18 samples ofglucose electrolyte solution and 25 samples of sucrose electrolyte solution had their osmolality and sodium measured.
In the second study, parents used either a sachet,12 now marketed as Dioralyte (Armour Pharmaceuticals, Eastbourne, Sussex) and based on sodium chloride and dextrose compound powder BPC, to which water was added, or an already diluted electrolyte solution to which sucrose was added. 25 samples ofglucose sachet solution and 23 ofsucrose electrolyte solution were measured. All children treated were under 18 months of age. Each solution was made up at home by the parents and brought to the hospital for testing. The sucrose electrolyte solution was also prepared by pharmacists and dispensed complete, and the composition compared with that prepared by mothers. The correct composition of these solutions is shown in Table 1 , and their constituents in the Appendix.
Results
The osmolality of each solution as prepared by the parents is shown in the Figure, Table 2 . There was a wide range of osmolality of all types of solutions prepared by mothers. Although in sachet form as Dioralyte most 616
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